PART 5
EARLY AND PERIODIC SCREENINGDIAGNOSTIC AND TREATMENT (EPSDT) SERVICES

SectiRege
Introduction
OVBIVIBW . . . e 5010 5-3
Program Requirements and Methods

Basic Requirements. . ... e 5110 5-5

Informing Families of EPSDT Services .. ........ ... ... 5121 5-7

EPSDT Service Requirements . . . ...t 5122 5-9
Screening Service Deliveryand Content. . . ........................ 5123 5-10
Minimum Standards and Requirements . ..................... 5123.1 5-10
Screening Service Content. . .......... .. i 5123.2 5-11
Diagnosis and Treatment. . .. ...t e e 5124 5-17
Periodicity Schedule. . . ... ... . . . 5140 5-19

Transportation and Scheduling Assistance

(SUPPOIt SEIVICES) . . o vt i e 5150 5-20

Utilization of Providers and Coordination with Related Programs

Utilization of Providers . . .. ... 5220 5-25
Coordination with Related Agencies and Programs .. ................ 5230  5-27
Relations With State Maternal and Child Health (MCH)
Programs. . ... 5230.1 5-28
Other Agenciesand Programs. . . .......... i, 5230.2 5-30
ContinuINg Care ... ..o e 5240 5-33
Administration
Program Monitoring, Planning, and Evaluation . ..................... 5310 5-35
Information Needs and Reporting. . . ...t 5320 5-38
Administrative Information Requirements. .................... 5320.1 5-38
Records or Information on Services and Recipients. . .......... 5320.2 5-38
TIMEINESS . .o 5330 5-45
Reimbursement. . ... ... ... 5340 5-51
Confidentiality . . . ... 5350 5-55
Annual Participation Goals . ... ... 5360 5-56

Rev. 10 5-1



EARLY AND PERIODIC SCREENING,
04-90 DIAGNOSTIC AND TREATMENT SERVICES 5010

Introduction
5010. OVERVIEW

A. Early and Periodic Screening, Diagnosiitd Treatment BenefitEarly andperiodic
screenln?, diagnostiand treatment servicdEPSDT) is a required serviesder the Mdicaid
program for categoricallpeedyindividualsunder age 21. The EPSDT benefit is optional for the
medically needy population. Howeverthie EPSDThbenefit is elected for thmedicallyneedy
ggpulation, the EPSDT befit must be made available to all Medicaid eligible individuals under age

B. A Comprehensive Child Health Prograsithe EPSDT program consists of two, mutually
supportive, operational components:

o assuring the availability and accessibility of required health care resources and
0 helping Medicaid recipients and their parents or guardians effectively use them.

These components enable Medicaid agencies to manage a comprehensive child health program of
prevention and treatment, to systematically:

0o Seekout eligiblesandinform them ofthe benefits of prevention and the health
services and assistance available,

o Help themand theirfamiliesuse health resourceascludingtheir own talents and
knowledge, effectively and efficiently,

~ 0 Assessthe child's health needs throughitial and periodic examinations and
evaluation, and

0 Assurethat healthproblems foundare diagnosedand treated early, before they
become more complex and their treatment more cogiiyhough "case management" does not
appear in the statutory provisions pertaining to the EPSDT benefit, the concept has been recognized
as ameans of increasing program efficiency and effectiveness by assuring that needed services are
provided timely and efficiently, and that duplicated and unnecessary services are avoided.

C. Administration--You havethe flexibility within the Federal statute amdgulations to

design an EPSDT program that meets the health needs of recipients within your jurisdiction. Title
XIX establishes the framework, containing standards and requirements you must meet.
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Program Requirements and Methods

5110. BASIC REQUIREMENTS

OBRA 89 amended §81902(a)(43) and 1905(a)(4)(B) and created §1905(r) of the Social Security
Act (the Act) which set forth the basic requirements for the program. Under the EPSDT benefit, you
must provide for screening, vision, hearing and dental services at intervals which meet reasonable
standards of medical and dental practice established after consultation with recognized medical and
dental organizations involved in child health care. You must also provide for medicaléy necessary
screening, vision, hearigond dental services regardless of whether such services coincide with your
established periodicity schedules for these services. Additionally, the Act requires that any service
which you are permitted to cover under Medicaid that is necessary to treat or ameliorate a defect,
physical andmental illness, or a condition identified bysereenmust be provided to EPSDT
participants regardless of whether the service or item is otherwise included in your Medicaid plan.

The statute provides an exception to comparability for EPSDT services. Under this exception, the
amount, dumtion and scope of the services provided under the EPSDT program are not required to
be provided to other program eligibles or outside of the EPSDT benefit. Services under EPSDT must
be sufficient in amount, duration, or scope to reasonably achieve their purpose. The amount,
duration, or scope of EPSDT services to recipients may not be denied arbitrarily or reduced solely
because of theiagnosis, type of iliness, or condition. Appropriate limits may be placed on EPSDT
services based on medical necessity.
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5121. INFORMING FAMILIES OF EPSDT SERVICES

A. General Information-Section 1902(a)(43) of the Act requires that the State plan provide
for informing all eligibleMedicaid recipients under 21 about EPSDT. The intent of the statute is
to allow flexibility of process aong as the outcome is effective, and is achieved in a timely manner,
generally within 60 days.

The informingprocess, which malgegin atthe intake interview, extends to no later than 60 days
following the date of a family's or individual's initial eligibility determination, or of a determination
after a period of ineligibility. A combination of face-to-face, oral, and written informing activities
is most productive.

The retf:;ulation requires you to assure that your combination of written and oral informing methods
are effective. Use methods of communication that recipients can clearly and easily understand to
ensure that they have the information they need to utilize services to which they are entitled. HCFA
considers "oral" methods to include face-to-face informing by eligibility case workers, health aides
and providers awell as publicservice announcements, community awareness campaigns, audio-

visual films and film strips.

It is effective and efficient to target specific informing activities to particular "at risk" groups. For
example, mothers with babies to be added to assistance units, families with infants, or adolescents,
flrstrtllrrclie eligiblesand those naaisingthe program for over 2 years might benefit most from oral
methods.

B. Individuals to Be Informed-
o Inform all Medicaid-eligible families about the EPSDT program.

o Inform newly eligible families, either determineckligible for the first time, or
determineckligible after aperiod of ineligibility if they have not used EPSDT services for at least
19/ear. Use a combination of written and oral methods, generally within 60 days following the date
of the eligibility determination.

Far_ni(ljes that go on anaff the rolls donot have to bénformed morethan once in a 12-month
period.

o0 There is no distinction between title 1V-E foster care families and others. For title 1V-
E foster care individuals, informing must be with the unit receiving the cash assistance (e.g., foster
parent, administrator of institution). Many title IV-E foster care individuals are rotated frequently
through fosteccarehomes or institutions, and, some caseshere are changes in foster parents,
institution administrators, or responsible social workers. It ghéandividual's benefit that
informing be done initiéy, not only with the unit receiving the cash assistance, but with parties who
have legal authority over or custody of the individual.
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Informing aboutEPSDTencourages approprigpéanning forthe health needs of children. When
informing foster parents or administrators of institutions encompéissle 1V-E foster care
individuals in their care. Inform institutions or homes having a number of individuals annually or
more often when the need arises, such as when changes in administrators, social workers or foster
parents occur. If an individual is rotated through foster care homes, inform the responsible parties
at thehomes, unless previoustionewithin the year for other fosterareindividuals. Annual

contact establishes a relationship with the facilities to resolve any problems arising.

0 Inform a Medicaid eligible pregnant woman about the availability of EPSDT services
for children under age 21 (including children eligible as newborns). A Medicaid eligible woman's
positive response to an offerePSDT services during her pregnancy, which is medically confirmed,
constitutes a request for EPSDT services for the child at birth. For a child eligible at birth (i.e., as
a newborn of a woman who is eligible for and receiving Medicaid), the request for EPSDT services
is effective with the birth of the child. The parent or guardian of an infant who is not deemed eligible
at birth as a newborn must be informed at the time the infant's eligibility is determined.

C. Content and Methods

o0 Use clear and nontechnidahguage, provide a combination of osald written
methods designed to inform all eligible individu%bs theirfamilies) effectively describing what
services are available under the EPSDT program; the benefits of preventive health care, where the
services aravailable, how to obtain them; anldat necessary transportation astheduling
assistance is available.

Inform eligible individuals whether services are provided without cost. States may impose premiums
for Medicaid on individuals (i.e., pregnant women and infants) whose family income exceeds 150
percent of Federal Poverty levels as described in §3571 and, for medically needy participants, may
Impose enrolimentees, premiums or similacharges for participation ithe medically needy
program.

o Provide asurance that processes are in place to effectinfdym individuals,
generally within 60 days of the individual's Medicaid ellglblllt%/t determination and, if no one eligible
in the family has utilized EPSDT services, annually thereatfter.

o Utilize acceptedmethods folinforming persons whareilliterate, blind,deaf, or
cannot understand thienglish language. Fassistance in developing appropriate procedures,
contact agencies with established procedures for working with such individuals, e.g., State or local
education departments, employment security offices, handicapped programs.

0 You have the flexibility to determine how information may dpgen most

appropriately while assuring that every EPSDT eligible receives the basic information necessary to
gain access to EPSDT services.
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5122. EPSDT SERVICE REQUIREMENTS

The EPSDT benefit, in accordanegh §1905(r) ofthe Act,must includethe services set forth
below. The frequency with which the services must be provided is discussed in 85140.

A. Screening ServicesScreening services include all of the following services:

o A comprehensive health and developmental higiogluding assessment of both
physical and mental health development);

o A comprehensive unclothed physical exam;

~ 0 Appropriate immunizations (according to the schedule established by the Advisory
Committee on Immunization Practices (ACIP) for pediatric vaccines);

g 0 Laboratory tests (including blood lead level assessment appropriate to age and risk);
an

0 Health education (including anticipatory guidance).

Immunizations which may be appropriate based on age and health history but which are medically
contraindicated at the time of the screening may be rescheduled at an appropriate time. The ACIP
schedule is included in §5123.2.C.

~ B. Vision Services-At a mhimum,include diagnosiand treatment for defects wumsion,
including eyeglasses.

C. Dental ServicesAt a minimum, include relief of pain and infections, restoration of teeth
and maintenance of dental health. Dental services may not be limited to emergency services.

~ D. Hearing ServicesAt a minimum, include diagnosis and treatment for defects in hearing,
including hearing aids.

E. Other Necessary Health CarProvide other necessary health care, diagnostic services,
treatment, and other measures described in 81905(a) of the Act to correct or ameliorate defects, and
physical and mental illnesses and conditions discovered by the screening services.

~F. Limitation of Services-The services available in subsectioare notlimited to those
included in your State plan.

Under subsection Bhe services must bénecessary . . . to correct or ameliorate defects and
physical or mental ilinesses or conditions . ant thedefects,illnesses and conditions must have
been discovered @hown tohave increased in severity by the screening services. You make the
determination as to whether the service is necessary. You are not required to provide any items or
services which you determine are not safe and effective or which are considered experimental.
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42 CFR 440.23@llows you to establish the amount, duration and scope of services provided under
the EPSDT benefit. Any limitations imposed must be reasonable and services must be sufficient to
achieve their purposgvithin the context oservingthe needs oindividuals under age 21). You

may define the service as long as the definition comports with the requirements of the statute in that
all services included in 81905(a) thfe Act that arenedicallynecessary to ameliorate or correct
defe_gtsoI and physical or meniihessesand conditions discovered biye screening services are
provided.

All services must be provided accordancevith both §1905(a) of the Act and any State laws of
general applicabilitthat govern therovision of health services. Honaad community based
services which are authorized by §1915(c) of the Act are not included among the other health care
under subsection E because these services are not included under 81905(a) of the Act.

5123. SCREENING SERVICE DELIVERY AND CONTENT
5123.1 Minimum Standards and Requirements

A. State StandardsSet standards and protocols which, at a minimum, meet the standards of
§1905(r) of the Act for each component of the EPSDT services, and maintain written evidence of
them. The standards must provide for services at intervals wigeh reasonable standards of
medical and dental practice and be established after consultation with recognized medical and dental
orﬂanl_zatlons involved in child health care. The standards must also provide for EPSDT services at
other intervals, indicated as medically necessary, to determine the existence of certain physical or
_megﬁléiﬂ!gmesses or cditions. The intervals at which services must be made available are discussed
in :

B. Services-Provide areligible individualrequesting EPSDT servicesquired screening
services listed in 85122This initial examination(s) may be requested at ame, andmust be
provided without regard to whethttre individual's age coincides with the established periodicity
schedule. Sound medical practice requires that when children first enter the EPSDT program you
Erlg)csog%age and promote that they receiveftligpanoply of screening services available under

It is desirable that a parent or other responsible adult accompany the child to the examination. When
this is notpossible ormractical, arrange for a follow-up worker, social worker, health aide, or
neighborhood wder todiscusghe results in a visit tahe home or in contactwith the family
elsewhere.
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C. Who Screens/Asses8es

o Examinationsre performed by, or under teapervision of, a certified Medicaid
physician, dentist, asther provider qualified under State law to furnish primary medical and health
services. These services may be provided within State and local health departments, school health
programsjprograms for children with specibkalth needs, Maternity and Infant Care projects,
Children and YoutlprogramsHead Starprograms, community healttenters, medical/dental
schools, prepaid healttareplans, a private practitioner and amither licensed practitioners in a
variety of arrangements.

o The use of alltypes of providers is encouraged. Recipients should have the greatest
possible rangand freedom of choice. It is required, in the case of title V, and encouraged, in the
case of therimary careprojects (i.e., community healtienters), that maximum use be made of
these providers. Dagare centersnay provide sites for examination activities. Encourage
cooperation when and where other broad-based assessment programs are unavailable.

0 Providers may not be limited to those which have an exclusive contract to perform
all EPSDT services. Service providenay not be limited to either the private or public sector or
because the provider may adter all EPSDT services or because it offers only one service. Assure
maximum utilization of existing resources to more effectively administer and deliver services.

Medicaid providers who offeEPSDT examination services massure that theervices they
rovide meethe agency'sninimumstandards for those services in order to be reimbursed at the
evel established for EPSDT services.

5123.2  Screening Service Content

A. Comprehensive Health and Developmeiatory.--Obtain this information from the
parent or other responsible adult who is familiar with the child's history and include an assessment
of Ib(()jth physicaBnd mental health development. Couphath the physical examination, this
includes:

1. Developmental Assessmetithis includes a range of activities to determine whether
an individual's developmental processes fall within a normal range of achievement according to age
groupand cultural background. Screening for developmental assessment is a part of every routine
Initial and periodic examination.
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Developmental assessment is also camigidby professionals twhom childrenare referred for
structured tests and instrumeafter potentiapproblemshave beendentified bythe screenin?
process. You may builthe two aspectsito the program sahat fewer referrals are made tor
additional developmental assessment.

_ a. Approach-There is no universal list of the dimensions of development for the
dllfferent age ranges of childhood and adolescence. In younger children, assess at least the following
elements:

o Gross motor development, focusing on strength, balance, locomotion;
o Fine motor development, focusing on eye-hand coordination;

_ o  Communicatiorskills or languagelevelopment, focusing on expression,
comprehension, and speech articulation;

o Self-help and self-care skills;

' . . o Social-emotional development, focusing on the ability to engage in social
interaction with other children, adolescents, parents, and other adults; and

o Cognitive skills, focusing on problem solving or reasoning.

As the child grows through school age, focus the program on visual-motor integration, visual-spacial
organization, visual sequential memoagtentionskills auditory Erocessmgkllls, and auditory
sequential memory. Most school systems provide rou resources for developmental
screening.

For adolescents, the orientatishould encompass sueiteas of special concern as potential
plr(c_e”sence of learning disabilities, peer relations, psychological/psychiatric problems, and vocational
skills.

b. ProceduresNo list of specified tests and instruments is prescribed for
identifying developmental problems because of the large number of such instruments, development
of new approaches, the number of children and the complexity of developmental problems which
occur, and toavoid any connotatiorthat only certain tests or instruments satisfy Federal
requirements. However, the following principles must be considered:

o0 Acquire information orthe child's usual functioning, agported by the
child, parent, teacher, health professional, or other familiar person.
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0 Inscreening for developmental assessment, the examiner incorporates and
reviews this information in conjunction witbther information gatherediuring the physical
examination and makes an objective professional judgement whether the child is within the expected
ranges. Review developmental progress, not in isolation, but as a component of overall health and
well-being, given the child's age and culture.

o 0 Developmental assessment should be culturally sensitive and valid. Do not
dismiss or excuse improperly potential problems on grounds of culturally appropriate behavior. Do
not initiate referrals improperly for factors associated with cultural heritage.

o Programs shouldot result in a label or prematudegnosis of a child.
Providers should report only that a condition was referred or that a type of diagnostic or treatment
service is needed. Resultsintial screening shouldot be accepted @®nclusions and do not
represent a diagnosis.

_ _ 0 Refer to appropriate child development resources for additional assessment,
diagnosis, treatment or follow-up when concerns or questions remain after the screening process.

H H 2. Assessment of Nutritional Statu3his is accomplished ithe basic examination
through:

0  Questions aboutetiary practices to identify unusual eating habits (such as pica
or extended use of bottle feedings) or diets which are deficient or excessive in one or more nutrients.
_ 0 A complete ph%/sical examinatiancluding an orabental examination. Pay
special attention to such general features as pallor, apathy and irritability.

_ 0 Accurate measurements of heigirtd weight, whichare amongthe most
important indices of nutritional status.

0 Alaboratory test to screen for iron deficiency. HCFA and PHS recommend that
the erythrocyte protoporphyrifeP) test baitilized when possible for children ages 1-5. Itis a
simple, cost effective tool for screening for iron deficiency. Where the EP test is not available, use
hemoglobin concentration or hematocrit.

o0 If feasible, screen children over 1 year aje for serum cholesterol
determination, especially thoaéth a family history of heart disease and/or hypertension and stroke.

If information suggests dietary inadequacy, obesity or other nutritional problems, further assessment
is indicated, including:

o Family, socioeconomic or any community factors,
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0 Determinin%quality and quantity of individual diets (e.g., dietary intake, food
acceptancemealpatterns, methods of food preparation and preservationytaizdtion of food
assistance programs),

o Further physical and laboratory examinations, and

N o Preventive, treatment and follow-up services, including dietary counseling and
nutrition education.

B. Comprehensive Unclothed Physical Examinatidihis includes the following:

1. Physical Growth-Record and compare tlohild's heightandweight with those
considered normal fahatage. (Inthefirst year oflife, head circumference measurements are
important). Use a graphic recording sheet to chart height and weight over time.

2. Unclothed Physical InspectierCheck thegeneralappearance of thehild to
determine overall health statughis process camick up obvious physicalefects,including
orthopedic disorders, hernia, skin disease, and genital abnormalities. Physical inspection includes
an examination of all organ systems such as pulmonary, cardiac, and gastrointestinal.

C. Appropriatelmmunizations-Assess whethethe child hasbeenimmunized against
diphtheria, pertussis, tetanyslio, measles, rubella, mumps, haemophilus influenype b
conjugate (Hib), hepatitis Band varicella zoster (chickenpox?; and whether booster shots are
needed. The child's immunizatiorrecord should be availlable tehe provider. When an
immunization or an updating isadically necessary and appropriate, provide it and inform the child's
health supervision provider.

Provide immunizations agecommended by th&dvisory Committee on Immunizatiddractices
(ACIP) on the next page.

The ACIP recommendations as indicated on the next page will be used to determine when Federal

financial participation is not available for single antigen vaccines (unless a combined antigen vaccine
was medically contraindicated).
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Pages 5-14.1 and 5-14.2 are reserved for
Figure 1--Recommended
Childhood Vaccination Schedule--United States,
January-June 1996
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D. Appropriate Laboratory Testddentify as statewide screening requirements the minimum
laboratory tests or analyses to be performed by medical providers for particular age or population
groups. Physicians providing screening/assessment semvides theEPSDT progranuse their
medical judgment in determining the applicability of the laboratory tests or analyses to be performed.
If any laboratory tests or analyses are medically contraindicated at the time of screening/assessment,

rovide them when no longer medicaltpntraindicated. As appropriate, conduct fihilwing
aboratory tests.

1. LeadToxicity Screening-All children ages 6 months to 72 months are considered
at risk and must be screened for lead poisoning. HCFA now requires the use of the blood lead test
when screening children for legmbisoning. Theerythrocyte protoporphyrin test is manger
acceptable as a screening festead poisoning. Each State establishes its own periodicity schedule
after consultation with medical organizations involved in child health. These periodicity schedules
and any other associated office visits must be used as an opportunity for anticipatory guidance and
risk assessment for lead poisoning.

a. Risk Assessmenrfll children from 6 to 72 months of age are considered at risk
and must be screened. Beginning at 6 months of aqe and at each visit thereafter, the provider must
discuss wittlthe child's parent orguardian childhood leagoisoninginterventions and assess the
child's risk for exposure. Ask the following types of questions at a minimum:
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o Does your child live in or regularly visit an old house built before 1960? Was your child's
day care center/preschool/babysitter's home baflbre 1960? Doete house havpeeling or
chipping paint?

o Does your child live in house built before 1960 with recent, ongoing or planned renovation
or remodeling?

o Have any of your children or their playmates had lead poisoning?

o Does your child frequently come in contact with an adult who works with lead? Examples
are construction, welding, pottery, or other trades practiced in your community.

o Does your child live near a lead smelter, battery recycling plant, or other industry likely to
release lead such as (give examples in your community)?

o Do you give your child any home or folk remedies which may contain lead?

o Does your child liveear aheavily travelled major highwayhere soil and dust may be
contaminated with lead?

o Does your home's plumbing have lead pipes or copper with lead solder joints?

Ask any additional questions that may be specific to situations which exist in a particular community.

b.  Determining Risk-Risk is determined from the response to the questions which
your State requires for verbal risk assessment.

If the answers to afjuestionsarenegative, a child is considerémlv risk for high doses of lead
exposure, but museceive blood lead screening by blood léest at 12nonths of age and 24
months of age.

If the answer to any question is positiveghald is consideredhigh risk for high doses of lead
exposure. A blood lead test must be obtained at the time a child is determined to be high risk.

Subsequent verbal risk assessmeats change ahild's risk category. If as the result of a verbal
[)llsk %slsesdsment a previously low risk child Is recategorized as high risk, that child must be given a
ood lead test.

c. Screening Blood TestsThe term screening blood tests refers to blood tests for
children who have ngtreviouslybeen tested for leadith a blood leadest orwho have been
previously tested and found not to have an elevated blood lead level. If a child is determined by the
verbal risk assessment to be at:

(1) Low Risk--A screening blood lead test is required at 12 months of age and
a second blood lead test at 24 months of age.

(2) High Risk--A blood kad test is required when a child is identified as being
high risk, beginninlg at simonths of age. Itheinitial blood lead testesultsarelessthan 10
micrograms per deciliter (ug/dL), a screening blood lead test is required at every visit prescribed in
your EPSDT periodicity schedule through 72 months of age, unless the child has already received
a blood lead test within the last six months of the periodic visit.
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A blood leadtest result equal to or greater than 10 ug/dL obtainedamlary specimen
(fingerstick) must be confirmed using a venous blood sample.

If a child between the ages of 24 months and 72 months has not received a screening blood lead test,
then that child must receive it immediately, regardless of being determined at low or high risk.

d. Diagnosis,Treatment androllow-Up.--If a child is found tchaveblood lead
levels equal to or greater than 10 ug/dL, provideesto use theiprofessional judgment, with
reference to CDC guidelines covering patient management and treatment, including follow up blood
tests and initiating Investigations to determine the source of lead, where indicated. Determining the
source of lead may be reimbursable by Medicaid.

e. Coordination With Other AgenciesCoordination with WIC, Head Start, and
other private andpublic resources enableslimination of duplicate testingand ensures
comprehensivaliagnosisand treatment.Also, publichealth agencies’ childhood lepdisoning
prevention programs may be available. These agencieshawvaythe authority andbility to
Investigate a lead-poisoned child's environment and to require remediation.

~ 2. Anemia Test-The most easily administerégst for anemia is a microhematocrit
determination from venous blood or a fingerstick.

3. Sickle Cell Test-Diagnosis for sickle celtrait may be donewith sickle cell
preparation or a hemoglobin solubility test. If a child has been properly tested once for sickle cell
disease, the test need not be repeated.

o 4. Tuberculin Test-Give a tuberculirtest to everychild who hasot received one
within a year.

5. Others-In addition to the testdave, there are several other tests to consider. Their
appropriateness are determined byratividual's age, sexXealth historygclinical symptoms and
exposure to disease. These include a urine screening, pinworm slideguliume (for girls),
serologicaltest, drug dependency screeningtool specimen for parasites, ova, bloadg HIV
screening.

E. Health Educatior-Health education is a required component of screening services and
includes anticipatory guidance. At the outset, the physical and dental assessment, or screening, gives
you the inital context forproviding health education. Health education aodinselling to both
parents (or guardians) and children is required addsgyned to assist in understandimigat to
expect in terms of the child's development and to provide information about the benefits of healthy
lifestyles and practices as well as accident and disease prevention.

F. Vision andHearing ScreensVision and hearing servicesre subject to their own
periodicity schedules (as described in 85140). However, where the periodicity schedules coincide
with the schedule for screening services (defined in 85122A), you may include vision and hearing
screens as a part of the required minimum screening services.

1. Appropriate Vision Screen-Administer an age-appropriatdsion assessment.

Consultation by ophthalologists and optometrists can help determine the type of procedures to use
and the criteria for determining when a child is referred for diagnostic examination.
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2. Appropriate Hearing ScreerAdminister an age-appropriate hearing assessment.
Obtain consultation and suitable procedures for screening and methods of administering them from
audiologists, or from State health or education departments.

G. Dental Screening Service\lthough an oral screening may Ipart of a physical
examination, it does not substitute for examination through direct referral to a dentist. A direct
dental referral is required for every child in accordance with your periodicity schedule and at other
intervals as medically necessary. Prior to enactment of OBRA 1989, HCFA in consultation with the
American Dental Association, the American Academy of Pediatrics and the American Academy of
Family Practice, among other organizations, required direct referral to a dentist beginning at age 3
or an earlier age if determined medically necessary. The law as amended by OBRA 1989 requires
that dental services (including initial direct referral to a dentist) conform to your periodicity schedule
\r/]vhiclhhmust be established after consultation with recognized dental organizations involved in child

ealth care.

Especially in older children, the periodicity schedule for dental examinations is not governed by the
schedule for medical examinations. Dental examinations of older children should occur with greater
frequency than is the case with physical examinations. The referral must be for an encounter with
a dentist, or a professional dentgienistunder thesupervision of a dentist, faliagnosis and
treatment. However, where any screening, even as early as the neonatal examination, indicates that
dental services are needed at an earlier age, provide the needed dental services.

The requirement of a direct referral to a dentist can be met in settings other than a dentist's office.
The necessary element is that the child be examined by a dentist or other dental professional under
the supervision of a dentist. In anea wherealentistsare scarce or not easy to reach, dental
examinations in a clinic or group setting may make the service more appealing to recipients while
meeting the dental periodicity schedule. If continuing care providers have dentists on their staff, the
direct referral to a dentist requirement is met. Dental paraprofessionals under direct supervision of
a dentist may perform routine services when in compliance with State practice acts.

Determine whether the screening provider or the agency does the direct referral to a dentist. You

are ultimately responsible for assuring that the direct referral is made and that the child gets to the
dentist's office in a timely manner.
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5124. DIAGNOSIS AND TREATMENT
A. Diagnosis--

1. When--When a screening examination indicates the need for further evaluation of
an individual's health, provide diagnostic studies. Make the referral for diagnosis without delay, and
follow-up to make sure that the recipient receives a complete diagnostic evaluation. If the recipient
is receivingcarefrom a continuingcare provider, diagnosis may b@art of thescreening and

ex(?m(ijnatlion process. Develop quality assurance procedures to assure comprehensive care for the
individual.

2. By Whom--An individual's diagnosis may be performed by a:
o Physician;
o Maternal and Child Health (MCH) facility;
o Community health center;
o Rehabilitation center;
o0 Hospital outpatient department; or

o Other practitioner or facility qualified to evaluate and diagnose an individual's
health problem.

. 3. AsOutpatient or InpatientDiagnosis can usually be accomplished on an outpatient
basis. Where inpatient services are necessary to complete the diagnosis, provide them.

4. Services-You must make available to recipients diagnostic_services which are
necessary to fully evaluate defects and physical or mental ilinesses or conditions discovered by the
screening services.

B. Treatment-

1. General- You must make available healtare, treatment or otheneasures to
correct or ameliorate defects aphysical and mentalinesses or conditiondiscovered by the
screening services. Treatment services may be limited as described in 85122 F.

~ 2. RequiredVision and Hearing Treatment, Dent&lare - You must provide the
following services:

_ a. Treatment for defects insion and hearing, including provision of eyeglasses
and hearing aids.
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b. Dental care, at as early an age as necessary, needed for relief of pain infections,
restoration of teeth, and maintenance of dental health. Dear@includes emergency and
preventive services and therapeutic services for dental disease which, if left untreated, may become
acute dental problems or may cause irreversible damage to the teeth or supporting structures. For
further information, consult HCFA's Guide tBental Care,EPSDT- Medicaid prepared in
cooperation witithe American Society of Dentistry for Childremd theAmerican Academy of
Pedodontics (HCFA Pub. No. 24515).

o0 Emergency Serviceme those necessary to control bleeding, relieve pain,
eliminateacute infection; operative procedures which are required to prevent pulpal death and the
imminentloss of teeth; treatment of inﬂ'uries to the teeth or supporting structures (e.g., bone or soft
tissues contiguous tihe teeth); angalliative therapy for pericoronitis associateith impacted
teeth. You may not limit dental services to emergency services.

_ Routinerestorative procedures and root canal therapy are not emergency
services.

o Preventive Serviceprovided either individually or in groups, include:
- Instruction in self-care oral hygiene procedures;
o - Oral prophylaxigcleaning of teeth), both necessary as a precursor to
the application of dental caries preventives where indicated, or independent of the application of
caries preventives for patients 10 years of age or older; and

. _ . - Professional application of dental sealants when appropriate to prevent
pit and fissure caries.

o0 Therapeutic Servicasclude:
- Pulp therapy for permanent and primary teeth;

_ - Restoration of carious (decayed) permanent and primary teeth with
silver amalgam, silicate cement, plastic materials and stainless steel crowns;

- Scaling and curettage;
- Maintenance of space for posterior primary teeth lost permanently;
- Provision of removable prosthesis when masticatory function is

impaired, or when existing prothesis is unserviceable. It may include services when the condition
interferes with employment training or social development; and
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_ _ - Orthodontic treatment whemmedically necessary to correct
handicapping malocclusion.

. ~c. Appropriatelmmunizations-If it is determined at théme of screening that
immunization is needed and appropriate, then immunization must be provided at that time.

3. Prenatal Care Servicegdust as it can provide enhanced services for at-risk infants,
EPSDT carlink at-risk adolescents to pre-pregnamisk educationfamily planning,pregnancy
testing and prenatal care. It is important that all pregnant women obtain early prenatal care and that
they and newborns be cared for in a setting that provides quality services appropriate to their level
of nisk. Late care or no care is related to increased prematurity rates. Low birth weight is the most
important predictor of iliness or death in early infancy. Higher costs of care are associated with the
need for neonatal intensive care, extended and repeated hospitalizations, and followup services for
these infants born at risk.

Provide nurse-midwife services in pregnancy, labor, birth, and the immediate postpartum period to

the categoricallyneedy, to the extent that they degally authorized to practice. Offer direct
reimbursement to nurse-midwives as one of the payment options.
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_ _ - Orthodontic treatment whemmedically necessary to correct
handicapping malocclusion.

c. AppropriatelImmunizations-If it is determined at theme of screening that
immunization is needed and appropriate, immunization must be provided at that time.

3. Prenatal Care Servicegdust as it can provide enhanced services for at-risk infants,
EPSDT carlink at-risk adolescents to pre-pregnamisk educationfamily planning,pregnancy
testing, and prenatal care. It is important that all pregnant women obtain early prenatal care and that
they and newborns be cared for in a setting that provides quality services appropriate to their level
of risk. Late care or no care is related to increased prematurity rates. Low birth weight is the most
important predictor of iliness or death in early infancy. Higher costs of care are associated with the
need for neonatal intensive care, extended and repeated hospitalizations, and follow up services for
infants born at risk.

Provide nurse midwife services in pregnancy, labor, birth, and the immediate postpartum period to
the categorically needy to the extent that nurse midwives are legally authorized to practice. Offer
direct reimbursement to nurse midwives as one of the payment options.

5140. PERIODICITY SCHEDULE

~A. Requirements for Periodic Screeningsion, Hearing,and DentalServices-Distinct _
periodicity schedules must be established for screening services, vision services, hearing services,
and dental services (i.e., each of these services must have its own periodicity schedule).

Screening, visionand hearing services must be provided at intervals whietet reasonable
standards of medical practice. You must consult with recognized medical organizations involved in
child health care in developing reasonable standards.

Dental services must be Frovided at intervals you determeet reasonable standards of dental
practice. Youmust consult with recognized dental organizations involved in child hesighto
establish those intervals. A direct dental referral is required for every child in accordance with your
periodicity schedule and at other intervalsrelicallynecessary. Prior to enactment of OBRA
1989, HCFA, inconsultation withthe American Dental Associatiothe American Academy of
Pediatrics, and the American Academy of Family Practice (as well as other organizations), required
direct referral to a dentifteginning at age 3 or aarlier age if determined medically necessary.

The law asamended by OBRA 1989 requires that dental services (including initial, direct referral

to a dentist) conform to your periodicity schedule, which must be established after consultation with
recognized dental organizations involved in child hezdite. The periodicity schedule for other
EPSDT services may not govern the schedule for dental services. It is expected that older children
may require dental services more frequently than physical examinations.
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~ B. Requirements for Interperiodic Screenirgéou must provide for interperiodic screening,
vision, hearing, and dental services whark medicallynecessary to determine the existence of
suspected physical or mental illnesses or conditions.

The determination of whether an interperiodic screenedicallynecessary may be made by a
health, developmental, or educational professional who comes into contact with the child outside of
the formal healtltaresystem (e.g., State early intervention or special educptamrams, Head

Start and day carprogramsthe Special Supplemental Food Program for Woniefgnts and

Children (WIC), and other nutritional assistance programs). For example, a child is screened at age
5 according to your periodicity schedule for vision services and is found to have no abnormalities.
At age 6,thechild is referred to the school nurse by a teacher who suspects the child has a vision
problem. The screening indicates a problem may exist. If the child is referred to a qualified provider
of visioncare, theservices must beovered evethough under your periodicity schedulision

services may not be required until the child reaches age 7.

C. General Informatiar-Sections 1905(a)(4)(B) and 1905(r) of the Act require periodicity
schedules to assure that at least a minimum number of health examinations occur at critical points
in a child's life. In addition, 81905(r) e Actrequiresthat medicallynecessary interperiodic
screens be provided.

The periodicity schedule provides rainimum basis for follow-up assessmendgter initial
examination. Examinations mustpevided with reasonable promptness to new eligibles after their
initial requests. There is flexibility to strengthen the preventive nature of the program by providing
screening, diagnostic, and treatment services between otherwise scheduled examinations. Implement
periodicity schedules only up to the age at which individuals are no longer eligible.

5150. TRANSPORTATION AND SCHEDULING ASSISTANCE (SUPPORT SERVICES)

To ensure thatecipients obtain needed Medicaid services, offer and provide, if requested and
necessary, assistance with transportation and scheduling appointments.

Distinguishbetween a request f&@PSDThealth care services and a request for support services.
Arequest for health care services under the program implies a request only for the EPSDT services
listed in 885110-51400nce a request for support services for EPSDT has been made, assume it
applies to both the examination and follow-up diagnostic and treatment services.

Offer both transportation argtheduling assistance prior éach due date of ehild's periodic
examination. Provide this assistance if requested and necessary.

42 CFR 431.53 requirgbat yourplan specify responsibility fahe necessary transportation of
recipients to and from providers of services and describes the methods to use.

THE NEXT PAGE IS 5-25
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Utilization of Providers and Coordination With Related Programs
5220. UTILIZATION OF PROVIDERS

A. General-Take advantage of all resources available. Make arrangements with providers,
including physicians practicing in individual or group settings, for the delivery of EPSDT services.
Encouragefamilies todevelop permanent provider relationships and to avoid fragmentation or
duplication of services. This assures more comprehensive care for EPSDT recipients and can result
in the reduction of overall health costs over time.

B. Broad Base of Qualified Providerdroaden the EPSDT provider base to include, e.g.,
ﬁhysiciansand dentists in individual and group practices, primary health care centers, community
ealth centers, well child and rural health clinics.

Health care practitioners licensed by you may become qualified to provide EPSDT services. In some
States, nurse practitioners and nurse midwives are included. Under the supervision of a physician,
nursesand other health carpersonnel may provide a variety &PSDT services. Judge

gualifications to provide EPSDT services, recognizing applicable State practice laws and regulations.

Nothing in the Medicaid statuteshall beconstrued asimiting providers of EPSDT services to
providerswho are qualified to provideall diagnosticand treatmenitems and services or as
preventing a providethat isqualified undetthe plan to furnishone or more (but naill) of such

items or services from being qualified to provide such items and services as part of EPSDT services.

If you elect to us@roviders who furnish less than the full range of screening services, encourage or
promote close coordination among the screening providers, particularly where responsibility for the
physical exanand thephysical or mental health developmental assessment services is shared by
more than one provider.
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5230. COORDINATION WITH RELATED AGENCIES AND PROGRAMS
Interagency collaborative activities address several goals simultaneously:

0 Containing costs and improvisgrvices by reducing service overlaps or duplications,
and closing gaps in the availability of services;

~ 0 Focusing services on specific population groups or geographic areas in need of special
attention; and

o Defining the scope of the programs in relation to each other.

Regulations require Medicaid agencies to coordinate services with title V programs, and enter into
arrangements with State agencies responsible for administeraith services and vocational
rehabilitation services and with title V (Maternal and Child Health) grantees.

Coordination includes child health initiatives with other related programs, such as Head Start, the
Special Supplemental Food Program for Women, Infants Children (WIC?, school health
pro?rams of Statand local education agenci@acluding the Education fomll Handicapped
Children Act of 1975), and social services programs under title XX.

Federal financial participation (FFP) is available to cover the costs to public agencies of providing
direct support to the Medicaid agency in administering the EPSDT program.

There is no single "list of approved roles", but cooperating agencies provide a variety of outreach,
screening, diagnostic dreatment services, health education aadnselingcase management,
facilities, funding,and other help imchieving areffectivechild health program. Stasd local
programmanagersanhelp identify available child health resour make appropriate cross
referrals. Active child health coordinating committees, with representation from providers, private
voluntary and public agencies are helpful in promoting cooperation in providing health services.

Written agreementareessential to effective working relationships between the Medicaid agency
and agencles charged with planning, administering or providing health care to low-income families.
Although agreements by themselves do not guarantee open communication and cooperation, they
can lay the groundwork for collaboration and best use of each agency's resources.

Successful relationships are based upon detailed planniné;, clearly identified roles and responsibilities,
pro?ram monitoring, periodic evaluatiandrevision, and constant communication. Agreements
are formal documents signed by each agency's representative or written statements of understanding
betweenunits of a singledepartment. Whatever thdorm, it is essentialhat their content be
developed byall parties involved andhat theyprovide a clear statement ehchagency's
responsibilities.
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Each ageementmust specifithe participating parties, their intent, atite dateupon which the
agreement becomes effective, and must be signed by Bersons who can make it binding. Agreements
needperiodic review to determine if they continue to be applicable to the organization, functions,
and program othe participating agencies. Reevaluate them annually and whenawajoa
reorganization occurs. Although the specific content of each agreement varies, they must specify:

o The mutual objectives and responsibilities of each party to the arrangement;
0 The services each party offers and in what circumstances;

0 The cooperative and collaborative relationships at the State level,

o0 The kinds of services provided by local counterparts; and

0 Methods for --

- Early identification of individuals under 21 needing health services;

- Reciprocal referrals;

- Coordinating plans for health services provided or arranged for recipients;

- Payment or reimbursement;

- Exchange of reports of services furnished,;

- Periodic review and joint planning for changes in the agreements;

- Continuous lizdon between the parties, including designation of State and local
liaison staff; and

- Joint evaluation of policies that affect the cooperative work of the parties.

5230.1 Relabns With State Maternal an@hild Health (MCH) Programs-Title V (MCH block .
ﬁrant) grantees and Medicaid share many of the same populations, providers, and concerns for child

ealth. Assure that each MCH grantee and the State Medicaid agency have in effect a functional
relationship via a written interagency agreement which:

o provides forthe maximum utilization ofthe care andervices available under MCH
programs; and

0 utiizes MCH grantees tevelop a more effective use of Medicaid resources in financing
services to Medicaid-eligible children.

The overall goal of a State MCH-Medicaid agreement is to improve the health status of children by
assuring the provision of preventive services, health examinations, and the necessary treatment and
follow-through care, preferably in the context of an ongoing provider-patient relationship and from
comprehensive, continuing care providers. Medicaid agencies reimburse title V providers for these
services even if they are provided free of charge to low-income uninsured families.
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Inform recipients eligible for title V services of the available services and refer them, if they desire,
to title V granteeshat offer appropriate services. However, such referral does not relieve you of
your obligations to assure the timely delivery of EPSDT services. For further information, consult
Promoting the Health of Women and Children Through Planpirepared by Lorraine V. Klerman,

A. Yvonne Russell, and Isabelle Valadian.

A. Organization and Administration of EPSDT Progrant$CFA encourages State programs
to enlist providers who can deliver to children a broad array of services on a continuing basis. State
MCH programs can help in a number of ways:

o Recruitment of providers from bothe private andpublic sectors to provide
comprehensive, continuing care to children.

o Provision of outreach and referral services at the local levels;

~ 0 Utlization ofMaternity and Infant Care and Children and Youth Projects, and other
specialty and primary care programs as providers of comprehensive, continuing care;

0 ‘Dele%ation of tasks by the Medicaid agency to the State MCH programs to assure that
Medicaid-eligible children have access to and receive the full range of assessment, diagnostic, and
treatment services. Such delegation can be local, regional, or Statewide.

o Development of health services policies and standards and assessment of quality of
care issues. These include implementation of professionally recognized protocols and standards of
care, integration of services at loeaddregional levels within a Statend continuity ofcare.
Assessment should be jointly agreed upon with a view toward: eliminating unnecessary services;
duplication; providing acceptablequality of care; andintegratingand providing all necessary
services.

0 Assurance ofcontinuing care. PHS-supported primargare projects provide
continuing care to all child clients, regardless of their payment status. State MCH programs develop
linkages with these projects to assure ftiilerange of levels otarefor mothers, infants, and
children including those with special health care needs.

B. Financing and Payment Arrangements &arvices Provided by ofFhrough MCH
Programs to Medicaid Beneficiarie$tatutory authority exists ithe Social SecurityAct for
Medicaid to reimburse title V programs ftine coveredservices they provide to &dicaid
beneficiaries.Eachinteragency agreement refers to fi®evices and circumstances under which
Medicaid reimburses MCH programs.

Describe the payment mechanism. If it is no different than that used for other providers, merely note
that theMedicaidfee schedule or reasonable charge structiempoyed. Alternative payment
arrangements may include:

o  Prospective interprogram transfer of funds with retrospective adjustments based upon
the volume of services actually delivered,;
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o Capitation payments for a pre-determined package of services; or
o Reimbursement for actual costs.

Interagency financial arrangements may differ friii@reimbursement policies employed with
Browders inthe private sectorLimit the reimbursement of overhead costs whick above and
eyond thevalue of vendor payments made for covered services to costs identifiable as supporting
services covered throughe EPSDT program. For example, a MCH program may provide
diagnosis, and treatment and case management services for Medicaid-eligible children.

Outlining payment arrangements in the interagency agreeraerdarify the legality of, and
circumstances under which, private practitioneh@MCH program may bill through MCH for
services provided to Medicaid recipients. Often servaresprovided in MCH settings by
professimals whoare notphysicians; i.e., nurse practitioners, registered nurseplaysician
assistants. Detaihe conditions under which such servica®g covered, such agth physician
supervision, unless these cage policies are generally applicable in the Medicaid program and are,
therefore, stated elsewhere.

C. Standards of Care Established and EmployeHBdphProgram-- State MCH agencies
have a major role in establishing standards, policies and procedures for health care services. They
interpret standards to providers, provide education to enhance implementation, promote quality of
care, and assess progress.

D. Mutual ProgranmReferral Arrangements and Outreakttivities by State MCH and
EPSDT Programsinform and refeMedicaid recipients eligible for EPSDT services who can obtain
needed services through MCH prograansl whoareeligible for the services of such programs.
Address implementation in the interagency agreement.

5230.2 Other Agencies and Programs

A. Relations With State or Local Education Agencid$e development of linkages through
the family topublic, private,and othercommunity healtrandsocial services helgsk existing
prevention and treatmeptograms with those services provided in the schools. Schools can be a
focal point from which to identify children with problems, to increase studectsss to both
preventive and curative health services, and to assure appropriate use ofdreaifsources.
Coordinating services cavoid duplicating efforts that increase costs of services and adding further
stress to the child and family.

There is no singlébest" way forschools torelate toEPSDT, sinceghe populationstraditions,
resources, and other factors vary greatly. For example, schools in areas with no Medicaid-eligible
population donot benefitfrom bringing EPSDTinto the schools. (For further information, see
EPSDT: A Guide for Education Progranmublished jointly by HCFAand the Department of
Education in 1980.)

Relations With Head StartHead Start shares the same child health and development

B.
?oals as EPSDT. Approximately 50 percent of Head Start families are also Medicaid families. For
urther information, see DHHS Publication No. (OHDS) 81-31163 issued January1981.
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C. Relations with Special Supplemental Food Program for Womtamts andChildren,
Food and Nutrition Servicé).S. Department of Agriculture (WIC)-Coordination with the WIC
program is required. WIC provides specific nutritious supplemental food and nutrition education at
no cost to low-income pregnant, postpartum, and breastfeeding women, infants and children up to
their fifth birthday. WIC serves as an adjunctgmod health care. Referrals dyPSDT of all
categories of WIC's target population is required.

~ D. Relations With Housing Programs-iousing programs offer a physical site and focus from
which services can be provided and coordinated. Often, they are locations at which related services
(a public health clinic, a Head Start program) are provided.

A joint national HCFA/HUD policy statement encouraged cooperative activities between Medicaid
agencies andousing authorities through written interagency agreements whereby housing
authoritiescan makemajor contributions to EPSDT by assisting in outreach and referral tasks, as
well as direct service roles.

E. Relations WithSocial Service (Title XX) ProgramsHCFA and theOffice of Human
Development Services jointly issued policy and planning statements to their State constituents. Title
XXis a funding mechanism rather than a discrete program, and a variety of services funded under
title XX are relevant to EPSDT. For example:

ol 0 Information and Referral Services - correspond to EPSDT's outreach, scheduling, and
ollow-up;

0 Health-Related Services - correspond to examination services when provided through
title XX-funded programs such as Day Care; and

~ 0 Support Services - correspond to transportation, clild, escort services, health
education, counseling, and staff training.
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5240. CONTINUING CARE

A. General-ldeally, EPSDT serviceare part of acontinuum ofcare so that thehild's
screening servicesredelivered by someone familiar with his or her episodes of acute illness and
who has an ongoing relationship with the family as the regular source of the child's health care. This
carries out the general concept that child health services are continuing and comOPrehensive and that
a child is able to receive examiaat, treatment, and referral services from one provider. Continuing
care providers, such as pediatricians and other practicing physicians, HMOs, and community health
centers can provide a variety of services and continuously monitor and advise parents on a child's
development.

The requirement of formal enroliment with a continugage provider does noimply that onIK
prepayment arrangements are recognized. It means that the recipient or recipient's family has agreed
to use one provider as the regular source of continuing care services for a stated period of time, and
that the mutual obligations dfoth recipient and providere recognized by signed enrolliment
agreements.

Enrollment byitself under capitation arrangements or prepaid health plansndoesnstitute a
continuingcarearrangement, nor does enroliment in specific categorical health clinics. Providers
who furnish only screening services do not provide continuing care.

Use of continuingcareproviders is encouraged the belief that they canelp both improve the
delivery and quality of services and contain costs.

B. Requirements-A continuingcareprovider is one whdormally agrees: to provide to
individuals formally enrolled, screening, diagnosisd treatment for conditions identifiedring
screening (withinthe provider's capacity) or referral to a provider capableraoividing the
appropriate services; maintains a complete health history, including information received from other
providers; is responsible for providing needed physician services for acute, episodic and/or chronic
linesses andanditions; andensures accountability by submitting reports reasonably required by the
State agency.

A continuing care provider functions as the health care manager, performing the entire set of EPSDT
functions. Providing screening, information, and referral servigesri®f but does not constitute
the complete continuing care set.

Continuingcareproviders mayhave to arrange for certain specialty servited are beyond the

scope of their practice (e.g., cardiology or ophthalmology); and may agree, at its option, to provide
dental services or to make direct dental referrals. The provider must spetié/aigreement
whether dental services are provided. If the provider does not choose to provide either service, it
must refer recipients to the State agency to obtain required dental services.
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Similarly, the continuingcareprovider may agree, at its option, to provalkor part of required
transportation and scheduling assistance and specify the transportation and scheduling assistance to
be furnished. If the provider does not choose to provide this assistance, it must refer recipients to
the State agency.

The continuing care provider may agree to provide recipients with assistance in referrals for services
not covered under the Medid program. [f the provider does not choose to provide this assistance,
it must refer recipients to the State agency.

When utilizing contiming care providers, maintain a description of the services provided and assure
the providers' compliance with their agreement. HCFA does not specify the content of monitoring
protocols, since the design use, evaluation and redesign of monitoring methods are essential elements
of your program management. Hawee, specify in the State plan the methods you use to assure that
continuing care providers comply with their agreements.

You areresponsible for ensurintpat there issdequate tracking or case management. Tracking is
included in theservices which continuingare providersare required tdurnish. Employ
performance standards, expressed in continuing care agreements, required reports, and monitoring
criteria.

The costs of continuing care services are Medicaid costs. Negotiate them on a fee-for-service, fee-
for-time or capitation basis.

The agency is deemed to have met EPSDT requirements for participants enrolled with a continuing
care provider. "Deeming" is dependent on all other EPSDT program requirements being met. Do
not use continuing care providers as a way of dropping responsibility to provide services to eligible

children. Do not categorically declare that all children are enrolled with these providers.

You have enhanceitexibility to achieve your desired child health program goals through the use
of continuingcareproviders. Implementinghe continuingcareoption can easeadministrative
burdens as thprovider becomethe case omedical managerThis allowsStates to monitor a
continuing care provider and the services delivered rather than monitoring each enrolled participant.
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Administration
5310. PROGRAM MONITORING, PLANNING, AND EVALUATION

A. General-Establish administrative procedures to identify faciliies for examination
(screening), diagnosis, and treatment; assure that recipients receive the services of those facilities;
and assure that services covered under Medicaid are available.

When facilities or providers whare willing to participate have beedentified andhave met

applicable requirements, provider agreements cannot be denesdthere isgoodcause. The
provider must agree t&eep records necessarydisclosethe extent oervices furnished and
Information regarding payment claims.

When examination and diagnostic resources throughout the State are insufficient to meet adequately
the needs of thprogram, encouragie development addditional centers. Medical amgntal

societies, other practitioner organizations, medical and dental schools, State, regional, or local health
departments, programs for mothers and children under title V of the Social Security Act, community
health centers, developmentisability agencies, university affiliatdecilities, day care centers,

school health programs, rehabilitation agencies, and voluntary health organizations can be helpful.

Inform recipientsabout and provid&EPSDT services ifequested, i.e., screenings, examinations,
diagnosis, and treatment. Provide subsequent EPSDT services according to a periodicity schedule
which specifies services applicable edichstage ofthe beneficiary's life, untithe age when
eligibility ends.

Assure that a participating child is periodically screened and treated in conformity with the schedule
and State set timeliness standards. To comply with this requirement, design and employ policies and
methods to assutbat children receive rescreening and treatment when due. If the family requests
assistance with necessary transportation and scheduling to receive Medicaid services, provide it.

Set standards for themely provision of screening and treatment services which meet reasonable
standards of medical and dental practice, as determined after consultation with recognized medical
and dental organizations involved in child health care.

Design and employ methods to assure that children receive (%? those screenigﬁj services initially or
periodicallyrequested or due under tperiodicity schedule and (2) treatment &irconditions
identified as a result of examination or diagnosis.

Consider an initial examination of mewborn determineeligible for Medicaid as annitial
examination for purposes of identifying a child as participating in the program.
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Consider a recipient receiving services to be participafiigs istrue whether the recipient has
requested services directly from you or elsewhere ée._g., wallaimtipplies both foinitially
requested services aatl services due undehe periodicity schedule. Once you kndhat a
recipient is participating, assure that the recipient receives timely delivery of services for the next
encounter under the periodicity schedule.

If an individual declined support servicesalected to arrange his/hewn appointment with a
provider, assure that the individual receives services.

Consider treatment initiated whehe child gets tothe office for the encounter. It cannot be
assumed that the date treatment was initiated is the same as the date the appointment was scheduled.

If a physician or facility provides some of the required screening components, assure provision of
the remaining components requested by the family or recipient. If a recipient accepts only specific
components, document declination of the others.

B. Providing for EPSDT ServicesWhen services are requested, provide them in conformity
with the established periodicity schedule and timeliness standards. Timeliness standards for initiation
of treatment, if requiredyenerallyhave an outer limit of 6 months after the request for screening
services.

If an individual chooses a non-Medid provider, it is not a declination of services. Assure recipients
of their freedom of choice of provider and inform them of the financial consequences of their choice.
Only screening components and treatment services requested of a Medicaid prester be
monitored or reimbursed.

The designation of a primary physician by an individual recipient may be required when
overutilization ofcovered services is confirmed and when efforts to solicit voluntary cooperation
have failed. Make provision to allow change in primary physician designation at least every three
months or immediately upon demonstration by the recipient of good cause.

Allow HMO enrollees to receive services from their HMO provider if they are included as part of
the contract. If the contract does not include EPSDT services, assure the beneficiary timely delivery
of requested services.

C. Reasonable Standards of Medical and Dental Prackffective EPSDT program design
and implementation requires continuing involvement of health professional organizations. Screening
protocols and services, periodicity schedules, and service delivery timeliness standards must meet
reasonable standards of mediaatl dental practice, determined by the agency after consultation
with recognized medical and dental organizations involved in child health care.

The term, "reasonable standards of medical dental practicegivesStates flexibility to weigh

different factors, yet precludes inappropriate standards. Health practice standards based on
professional judgements are an essential factor.
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In determining program standards, consult with recognized organizations, knowledgeable about the
general health, growth, developmemid nutritional status of infants, children and youth. HCFA
accepts these determiions as long as they meet reasonable medical and dental practice standards.

The inputand assessment of health professional organizations is required and is vital to ensure that
State standardsre reasonable iterms of medicaind dental practicéAlthough medical care
advisory @mmitteesare required tadvise Medicaid agencies about health aratlical care
services, and caprovide a framework for consultation, thegin not substitute farecognized
medical and dental organizations involved in child health care.

Maintain a dialogue with such organization®mder to ensure that the standards reflect current
professional judgement.

D. Case ManagemeniCase management is an activity under whietponsibilities for _
locating, coordinating and monitoring necessary and agproprlate services for a recipient rests with
a specific individual or organization. See Part 4, 84302.

In EPSDT, itcenters on the process afllecting information orthe health needs of thahild,
making (andfollowing up on) referrals as needed, maintaining a health history, and activating the
examination/diagnosis/treatment "loop."

Case management provides the difference between a fragmented program in which examinations,
diagnosis,treatment, and other functiorsse performed insolation fromeach other, and a
comprehensive prograbased on the concept gétting children intdhe existing "mainstream™

system of health care delivery.

Notifying recipients of the time they are due to receive a screening service is an integral part of your
responsility and an essential part chse management. As individual recipients approach age levels
when an EPSDT screening is due, notify them that it is the appropriate time to receive services. For
recipients enrolled with a continuing care provider, the provider furnishes that notification.
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5320. INFORMATION NEEDS AND REPORTING

HCFA has developesimplified methods to collect information on program activitiesrider to o
assure that the goals are met. Maintain records, program manuals, rules and procedures describing
the methods used to assure that services are provided appropriately and timely.

o Information must be available at the agency or local office.

~ 0 Keepinformation needed to assess compliance with Federal Medicaid requirements
for a minimum of 3 years.

~ 0 Atthe time of review, the reviewer provides the agency with an opportunity to supply
any missing data before reaching a finding of nhon-compliance.

0 Determinethe nature of the record system. A computer system may be used from
which individualcasehistoriescan be retrieved if suchsystem is appropriate and efficient in
program administration.

5320.1  Administrative Information Requiremer{Ehe input and assessmenttbé health
professons organizations is vital tealidate existing Statstandards. Agency records must
demonstrate that there has bemmsultation with professional organizations in developing
periodicity scheduleshat are reasonable terms of medicabnd dental practice. They also
demonstrate how conflicting recommendations or factors were weighed and resolved in order to best
serve the needs of a particular State and its EPSDT participants.

Written informing materialdor recipients may be contained in one document or in several. The
choice of words for explaininthe benefits of preventiveervices andhe components of the
screening package is optional, but must be in clear and nontechnical language.

Rulesand procedures fanforming the illiterate, blind,deaf, or those unable to understand the
English languagere discretionary. However, thagency's records must describe hihese
individuals are informed and demonstrate that the rules and procedures employed are effective.

5320.2 Records or Information on Services and Recipi€eYitai must have descriptions of the
processes and procedures used for initial informing and how the procedures are monitored. Written
informing may be accomplished through computerized mailing, verified by a computer print-out.

Althougheach case recombntains information omforming,written procedures can be used to
supplement the documentation.

Where proof of written informing is a computerized print-out, it must indicate the materials mailed,
the date the mailing occurred and identity to whom they were sent.
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Through program manuals, records, rules] procedures, yanust be able to demonstrate that
processes are in placedffectively inform individuals about EPSDT. The procedures must support
a determinatiorthat informing occurs generally within 68ays of theindividual's eligibility
determination and, for families which have not used EPSDT services, annually thereafter.

The program manuals, records, rules, and procedures that describe the informing process and content
of oral mforming musprovide sufficient detail to permit a reviewer to deterntim&t required
information is delivered. Records generated by agency management acgwigegu the
ofpfport_unity to demonstrathat the required procedures are used and that the informing services are
effective.

A. Families orRecipients Who DeclinEPSDT Services-Acceptable documentation of a
declination of EPSDT servicder a family in which atleast one member has receiMeISDT
services or is beinyacked under thperiodicity schedule is verification of an oral or a written
statement that all members of the family no longer wish to participate in the EPSDT program.

Information must be available to show that the recipient either declined services, gave an undecided
response, or failed t@spond to an offer of services. An undecided or nonresponse is a declination
of that periodic examination and not a declination of EPSDT services.

Documentation of the offer may be a dated copy of a letter or form sent to the recipient or a dated
record of ann-person or telephone contact. dAclination or an undecided response may be a
turnaround document, a dated statenfiemh the family (the date of receipt by the agency Is the
date of declination), or dated documentationthte beneficiary's response to an in-person or
telephonecontact. A nonresponseay be documented vike absence of form of recipient
response.

If a recipient acceptsnly specific components of EPSDiEcord the components requested to
assure that they are provided.

A declination of support services or a failure to respond to specific service scheduling or referral
constitutes a declination dhat specific periodic service and does notitself constitute a
declination of EPSDT services.

B. Services-Information must be availablshowing that all applicable services were
provided. Acceptable forms of computerized or manual verification include:

~ 0 A provider's claim formitemizing each service given,refused, ormedically
contraindicated, the date of service(s), and any conditions needing treatment;

o Aprovider's certification that the examination was provided, the date of service(s),
and any conditions found needing treatment; and

0 Records of telephone contaatsth providers to ascertaithat services were
provided, the date of service(s), and conditions discovered which required treatment.
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When a claims form or provider certification is absent or does not provide contradictory evidence,
the recipient's documentation that an examination was received is acceptable. Documentation must
be made of any conditions found needing treatment.

When arrangements are made with continuing care providers, whether they are private physicians,
HMOs, title V grantees, Indian Health Service clinics, hospitals, or group medical practices for the
delivery of EPSDT services, assure compliance with the EPSDT program. Records must be available
for your auditing. You provide the methods to be used.

C. Program ReportsSee Part 2, 82700.4. The annual report (Form HCFA-416? contains
the following data on EPSDT services provided to children during the previous Federal fiscal year,
by age groups (under 1, 1-5, 6-14, 15-20) and categorically or medically needy classification:

Number of individuals eligible for EPSDT; _ _

Ratio of recommended initial or periodic screening services per age group member;
Average period of eligibility; o o _ _

Adjusted ratio of recommended initial or periodic screening services per age group

[oNeNeoNeo)

member;

o

_ Proportion ofeligibles who shouldeceive at least one initial or periodic screening
service;

o

_ Number of eligibles who shouléceive at least oneitial or periodicscreening
service;

Number of eligibles receiving at least one initial or periodic screening service;
Participant ratio;

Expected number of initial and periodic screening services;

Actual number of initial and periodic screening services;

Screening ratio;

Number of eligibles referred for corrective treatment;

Number of eligibles receiving vision assessments;

Number of eligibles receiving dental assessments;

Number of eligibles receiving hearing assessments; and

Total number of eligibles enrolled in continuing care arrangements.

(cNeNeoNoNoNoNoNoNeoNeo]

State managers may collect and analyze more detailed infornadmarteligible children, their
services utilization ancHialth status, as part of ongoing program evaluation and planning. Examples
of this information include:

o  Number of individuals, under health supervision, for whom examinations were not
due according to your periodicity schedule;

_ 0  Number of individuals found with health problems for whom treatment was initiated
during a given time period,;

o0 Major health problems and their relative significance;
o Provider participation, practice and utilization patterns;

0 Geographic and demographutlization analyses to determio@treach or health
problem targets; and

0 Costs and effects studieemparingthe Medicaid expenditure experience of
participants and nonparticipants.
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5330. TIMELINESS

Set standards for the timely provision of services, which meet reasonable standards of medical and
dental practice, as determined after consultation with recognized medical and dental organizations
involved in child health care. Employ processes to:

o Effectively inform individuals, generally, within 60 days thfe individual's eligibility
determination and, in the case of families that have not utilized services, annually thereafter;

o Ensureimely initiation of treatment, generally within an outer limit of 6 months after a
request for screening services;

0  Substantiate mandated consultations in determining standards through correspondence or
meeting records. Memoranda describing advantages and disadvantages of suggested standards can
show how you considered aresolved conflicting standards in order to best serve the needs of your
particular State and participants.

o Demonstrate that the required standards are employed through reports on numbers, or lists,

of recipients overdue for services and the actions taken to assure the provision of needed identified
services.
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5340. REIMBURSEMENT

A. General Informatior-Any service provided to EPSDT eligibles covered under the EPSDT
program may be reimbursed under Medicaid, even if it is mandated by another agency or available
as a community health service.

Medicaid provides financial access to health care services for individuals determined unable to pay
for them, asures availabilityand delivery oEPSDT services, provides or arranf@scovered

services, and pays for them unless the beneficiary has liable third party coverage or the services are
provided free of charge. Third party resources include Medicare (title XVIII), Railroad Retirement
Act, insurance policies (private health, group health, liability, automobile, or family health insurance
carried by an absent parent), Workers’ Compensation, VetAdmaistration Benefits, and

Civilian Health and Medical Program of the Uniformed Services (CHAMPUS).

Except for title V services, it is Medicaid policy that services which are available without charge to
all individuals in the community may not be reimbursed. Services without charge, for purposes of
Medicaid, meanghat noindividual or family ischarged for medicatare andthird party
reimbursement is not sought.

The law requireshe provision ofthe services needed ByPSDT clients ithe servicescan be
covered under the Medicaid program. Coordination of services to maximize treatment of clients is
an essentiabspect of theEPSDT program. Therefore,programs whichenter into written
interagency and/or provider agreementith the Medicaid agency to provide a service mandated

on that agency, must specify the terms of reimbursement in such agreements.

The followingconditions must be met if Medicaid is to be billed for medical services provided by
other agencies or programs financed by Federal and State funds:

o0 A fee schedule is established for each service billed to Medicaid; and

~ 0 Information on third party liable resources is obtained fromach Medicaid
beneficiary, and billing of all third party liable resources is documented.

B. Services-Provide payment for screening, vision, hearing, and dental services as well as
for other health carediagnostictreatment, or other measunghich are necessary to correct or
ameliorate defects amhysical and mentallnessesand conditions discovered llye screening
services.

Provide payment fodiagnosisand treatment services andntinuing medicatreatment after an
initial referral if medically necessary.

Agreements with other agencies, such as title V grantees, may provide for payment mechanisms that
are used for other providers, including the Medicaid fee schedule and reasonable charge structures.
Limit reimbursement of overhead costs under interagency agreements to costs identifiable as
supporting EPSDT Medicaid services.

Cooperative agreementsaontracts with other agencies and programs, such as title V, may include

payment for certain administrative functions (e.g., outreach, assessing quality, transportation, and
case management).
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Seventy-five percent Federalatching is available fothe cost ofskilled professional medical
personnel and directly supporting staif employed by the title XIX agency or other public agency if
they meet the requirements of 42 CFR 432.50.

C. Transportation-Assurance of transportation necessary to secure medical examinations
and treatment is a mandatory State plan requirement. Provide transgqrtation of EPSDT participants
through Medicaid or cooperative agreements with voluntary and public organizations and with the
reciplelnt's family memberand friends. You may finandhese services through titkX, for
example.

If you choose to provide transportation through Medicaid, claim expenditures in accordance with
42 CFR 440.170.

Transportation is recognized as an optional medical service only when furnished by a provider to
whomyou may make a direct vendor payment, such as an ambulance company. In this instance,
claim FFP for transportation @ligible recipients at thepplicable Federal medical assistance
percentage (FMAP) as a Medicaid service only if you are able to document your claim as any other
claim for digible Medicaid services (i.e., provider agreement, provider nunclage, ofservice,
eligible recipient, type of service). If you are unable to document the claim as a Medicaid service,
reimbursement is not allowed. However, if you make other arrangements to assure transportation,
FFP is available as an administrative cost.

Transportation is further defined to include related travel expenses, a term intended to cover other
than routine situations. For example, an EPSDT participant may require a particular medical service
which is only available in another city, county, or State, theddistance and travéine may

warrant staying in that place overnight. Related travel expenses may include the recipient's lodging
and meals en route to and from the facility and, if medically necessary, the cost of an attendant to
accompany theecipient. The attendant's costs may include transportdxbid:girég, meals, and

salary. However, Federal matching is not available to pay a salary to an attendant who is a member
of the recipient's family.

FFP is not available for the advance of capital funds to purchase transportation vehicles.
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5350. CONFIDENTIALITY

A. General--The use or disclosure of information concerning applicamtsrecipients is
restricted to purposes directly related to administratiothefitle XIX State plan. Medicaid's
EPSDT progranmmequires F;]/ou to provide services for recipients. Since §1905(a)(43/68) of the Act
requiresthe provision ofthese services, consider them as activities directhnectedwith the
administration of the plan. Outreach, informing, and assistance with transportation and scheduling
appointments foresvices are also considered activities directly related to State plan administration.
Medical information is privileged and may only be released with the patient's permission.

Any agency or provider having a written interagency or provider agreement to perform EPSDT
services thatnclude outreach activities and/or assistanggh transportation or scheduling
appoinments is considered an extension or arm of the Medicaid agency. Without his/her consent,
an individual's name, address, medical assistance number, and related information may be furnished
to such an agency or provider that meets the other confidentiality requirements listed below.

B. Confidentiality RequirementsThe following confidentiality requirements must be met:

0 Criteria must specifghe conditions for release and use of information about
applicants and recipients;

~ 0 Information access i®stricted to persons or agency representatives subject to legal
sanctions or standards of confidentiality at least comparable to those of the Medicaid agency;

o The release of names of applicants and recipients which may be useiditdg
sources (sources not under agreement with the agency to provide EPSDT services for recipients) is
prohibited; and

o  Writtenpermission isobtained from damily or individualbeforeresponding to a
request for information from an outside source.

Information may be exchanged when the agency is located within the State structure if the regulatory
requirements for safeguarding information on applicants and recipients are met.
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5360. ANNUAL PARTICIPATION GOALS

A. General-Section 1905(r) of the Act mandates setting annual participation goals not later
than July 1 of each year for participation by eligible individuals in your State in early and periodic
screeningdiagnosticand treatment services. Your annual reporpavision of EPSDT (Form
HCFA-416) provides data with which to assess your results in attaining those goals.

B. Participant Ratie-This ratio indicateshe extent tavhich the number of eligibles who
ghoglgl bgscreeneoﬂurlngthe year receive at least oméial or periodic screening service. (See
5122.A.

The unit of measure is thmumber ofeligibles receiving akeast onenitial or periodicscreening
service (see line 7 of Form HCFA-416) divided by the unduplicated count of eligibles who should
receive at least one initial or periodic screening service. (See line 6 of Form HCFA-416 described
in 82700.4.) The unduplicated count of eligibles who should receive at least one initial or periodic
screening service the number of individuals eligible for EPSDT (see line 1 of Form HCFA-416)
adjusted based on tltguidelines for HealtlSupervisionof the American Academy of Pediatrics'
(AAP) recommended periodicity schedule and the average period of eligibility in each State.

The goal is for eacBtate to achieve an 80-percent EPSDT participant ratio within 5 years or by FY
1995.

Interval goals are included in Exhibit A. In FY 1989, a proxy measure of State EPSDT patrticipation
rates (the number dfligibles enrolled in continuingcare arrangements plus theumber of
initial/periodic screening examinations divided by takdibles) ranged from 7percent to 96
percent. Youare expected to reduce the difference between current performance and the 80-
percent goal by one-fifth each ﬁear from FY 1991 through FY 1995. If your program already meets
the 80-percent target, no higher goals are set.

~__ C. Screening Ratie-This ratio indicates the extent to which eligibles receive the number of
initial and periodic screening services expected.

The unit of measure the actuahumber of initialand periodic screening services (see line 10 of
Form HCFA-416) divided byhe expected number of initial and periodic screening services. (See
line 9.) The expected number of initial and periodic screening services for the number of EPSDT
eligibles isreported based on theriodicity schedule recommendedtie AAP's Guidelines for
Health Supervisiomnd the average period of eligibility in each State.
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The AAP recommended periodicity schedule calls for the followin? number of screening services
by age group (or health supervision examinations, as the AAP calls them):

o] Under 1(i.e., 0-12 months): 6 (ator by 1, 2, 4, 6, 9, and 12 months);
o] 1-5 6 (ator by 15, 18, and 24 months, and 3, 4, and 5 years);

o] 6-14 5 (ator by 6, 8, 10, 12, and 14 years); or

o] 15-20 3 (at or by 16, 18, and 20 years)

Therefore, the annual numbers of screening services visits expected per age group member, are:

Age Group  Visits ngré%%rp XigscietsGFr)ngp Member
Under 1 6 1 6.00
1-5 6 5 1.20
6 -14 5 9 0.56
15-20 3 6 0.50

To determine the number of screening services that fully meet the AAP recommendation, multiply
the visits per age group member by the estimated number of EPSDT eligibles for each age group.

The goal is for you to achieve, within 5 years or by FY 1995, 80 percent of the expected number of
initial and periodic screening services tbe number of EPSDEligiblesreported based on the
periodicity schedule recommendedtire Guidelines for Healttsupervisionof the AAP and the
average period of eligibility in each State. No interval goals have been set.

D. Complete Screening ServiceReport a participant as having received screening services
(see line 7 of Form HCFA-416) or a screening service as having been received (see line 10 of Form
PCFAF-141d6) only ifthe following complete setdf activities comprising a screening service has been
urnished:

0 A comprehensive health and developmental history (including assessment of both
physical and mental health development);

0 A comprehensive unclothed physical exam;

-0 Appropriateimmunizations according to age and health history (unless medically
contraindicated at the time);

o] Laboratory tests (including lead blood level assessment appropriate for age and risk
factors); and

o] Health education (including anticipatory guidance).

Do notreport those participants who receive some (but not all) screening service activities, or those
who receive interperiodic, vision, hearing, or dental services.
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EXHIBIT A

EXPECTED IMPROVEMENT IN EPSDT PARTICIPATION

1989 %

Proxy Points Interval Goals by Fiscal Year

Rate Needed 1991 1992 1993 1994 1995
Alabama 40% 40% 48% 56% 64% 72% 80%
Alaska 70% 10% 72% 74% 76% 78% 80%
Arizona 96% -- 96% 96% 96% 96% 96%
Arkansas 28% 52% 38% 49% 59% 70% 80%
California 63% 17% 66% 70% 73% 77% 80%
Colorado 94% -- 94% 94% 94% 94% 94%
Connecticut 10% 70% 24% 38% 52% 66% 80%
Delaware 7% 73% 22% 36% 51% 65% 80%
Dis of Columbia 24% 56% 35% 46% 58% 69% 80%
Florida 67% 13% 70% 72% 75% 77% 80%
Georgia 44% 36% 51% 58% 66% 73% 80%
Hawaii 28% 52% 38% 49% 59% 70% 80%
Idaho 12% 68% 26% 39% 53% 66% 80%
Illinois 57% 23% 62% 66% 71% 75% 80%
Indiana 9% 71% 23% 37% 52% 66% 80%
lowa 9% 71% 23% 37% 52% 66% 80%
Kansas 13% 67% 26% 40% 53% 67% 80%
Kentucky 13% 67% 26% 40% 53% 67% 80%
Louisiana 33% 47% 42% 52% 61% 71% 80%
Maine 55% 25% 60% 65% 70% 75% 80%
Maryland 49% 31% 55% 61% 68% 74% 80%
Massachusetts 61% 19% 65% 69% 72% 76% 80%
Michigan 48% 32% 54% 61% 67% 74% 80%
Minnesota 34% 46% 43% 52% 62% 71% 80%
Mississippi 33% 47% 42% 52% 61% 71% 80%
Missouri 37% 43% 46% 54% 63% 71% 80%
Montana 42% 38% 50% 57% 65% 72% 80%
Nebraska 57% 23% 62% 66% 71% 75% 80%
Nevada 62% 18% 66% 68% 73% 76% 80%
New Hampshire 15% 65% 28% 41% 54% 67% 80%
New Jersey 11% 69% 25% 39% 52% 66% 80%
New Mexico 35% 45% 44% 53% 62% 71% 80%
New York 15% 65% 28% 41% 54% 67% 80%
North Carolina 54% 26% 59% 64% 70% 75% 80%
North Dakota 19% 61% 31% 43% 56% 68% 80%
Ohio 49% 31% 55% 61% 68% 74% 80%
Oklahoma 7% 73% 22% 36% 51% 65% 80%
Oregon 43% 37% 50% 58% 65% 73% 80%
Pennsylvania 44% 36% 51% 58% 66% 73% 80%
Rhode Island 45% 35% 52% 59% 66% 73% 80%
South Carolina 79% 1% 79% 79% 80% 80% 80%
South Dakota 21% 59% 33% 45% 56% 68% 80%
Tennessee 27% 53% 38% 48% 59% 69% 80%
Texas 24% 56% 35% 46% 58% 69% 80%
Utah 32% 48% 42% 51% 61% 70% 80%
Vermont 68% 12% 70% 73% 75% 78% 80%
Virginia 52% 28% 58% 63% 69% 74% 80%
Washington 35% 45% 44% 53% 62% 71% 80%
West Virginia 56% 24% 61% 66% 70% 75% 80%
Wisconsin 47% 33% 54% 60% 67% 73% 80%
Wyoming 27% 53% 38% 48% 59% 69% 80%

39% 41% 47% 56% 64% 72% 80%

* Fiscal year 1989%atio of continuingcare enrolleeandinitial and/or periodicscreening examinations to
the average number of eligibles.
Source: Form HCFA-420.
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